Introduction
Many types of benign intracerebellar cysts have been described. However, solitary non-neoplastic intracerebellar cysts that have walls without epithelial lining are very rare (Antoni, 1926; Lindau, 1926; Szigethy, 1928; Cushing, 1931; Silverberg, 1971; Sundbarg et al. 1972; Vaquero et al. 1981; weisberg, 1982) . Though these cysts cause progressive neurological deficits, CT or MRI fail to detect any enhanced lesions.
These cysts are usually filled with clear or yellow fluid and biopsies of the cysts wall reveal only neuroglial tissues without ependyma or arachinoid.
Case Report
A 61-year-old woman came to our hos-pital with a 2-month history of headache, ataxic gait and dizziness. A marked pro-gression of her symptom was obs t cation. A tonsillar herniation was observed ( Fig. 1 ). Vertebral angiography showed an avascular mass with stretching of the posterior inferior cerebellar arteries. A suboccipital craniectomy with laminectomy of the C-1 vertebra exposed a large cyst of the vermis, filled with clear fluid. Operative exposure showed no mural nodule and no communication with the fourth ventricle. Several biopsies, taken from the cyst wall, showed normal cerebellar tissue, no evidence of hemorrhage or neoplasm ( Fig. 2 ). Her postoperative course was excellent.
During the following days, her neurological deficits improved gradually. Three years after surgery, her neurological examination showed no abnormality.
Discussion
A non-neoplasmic cyst can arise from a degenerated area of the brain, as a sequel to processes such as infection, parasitosis, hemorrhage, infarction or trauma. However, in our case, we could not find any evidence of lesions through neuroradiological, operative and histological examinations. Furthermore, a non-neoplastic intraparenchymal brain cyst can be congenital; most cases reported were arachnoid cyst and porencephaly (Harsh et al. 1986 ); others were epithelial cyst, ependymal cyst and colloidal cyst (Schenk, 1966; Jakubiak et al. 1968; Bouch et al. 1973; Palma, 1975; MacGregor et al. 1976; Friede and Yasargil, 1977; Azzam and Timperley, 1981; Giombini et al. 1981; Markwalder et al. 1981; Takeshita et al. 1982; Oro et al. 1983; Inoue et al. 1985) . However, the histopathological findings showed that The fourth ventricle is compressed by the vermian mass. Sagittal imaging also reveals the vermian mass lesion (C). Tonsillar herniation can be observed. our case was different from all these reported cases. To our knowledge, there were fifteen cases of cerebellar cysts reported, including our case, where histological examination of the cyst wall showed normal cerebellar tissue with glial reaction (Table 1) (Antoni, 1926; Lindau, 1926; Szigethy, 1928; Cushing, 1931; Silverberg, 1971; Sundbarg et al. 1972; Vaquero et al. 1981; Weisberg, 1982) . The etiology and pathogenesis of these cysts are not clear. Silverberg (1971) considered that these cysts do not have a congenital origin but rather represent a degeneration of a cerebellar astrocytoma which could contain xanthocromic fluid. The fact that 8 out of 15 reported cases of simple cerebellar cysts contained a yellow or protein-rich fluid is consistent with this view. Vaquero et al. (1981) also supported this hypothesis because radiograms of their case, a 25-year-old man, revealed the signs of chronic intracrania hyperten and m th 202 SUGITA ET AL. Non-neoplastic cerebellar cysts are encountered in late-to-middle aged patients (see Table 1 ) (Weisberg, 1982) . So the next question is how a cyst can expand and grow slowly.
The cyst usually contains protein-rich fluid, and exists near the ventricle system. CSF might permeate a cyst due to an osmotic difference. 
